EVALUATION OF CHRONIC TOTAL OCCLUSIONS BY COMBINED MULTI-DETECTOR COMPUTED TOMOGRAPHY AND INTRAVASCULAR ULTRASOUND IMAGING  by Yamamoto, Myong Hwa et al.
TCT@ACC-i2: Interventional Cardiology
A1778
JACC March 17, 2015
Volume 65, Issue 10S
evalUation oF ChroniC total oCClUsions by Combined mUlti-deteCtor CompUted 
tomoGraphy and intravasCUlar UltrasoUnd imaGinG
Poster Contributions
Poster Hall B1
Saturday, March 14, 2015, 3:45 p.m.-4:30 p.m.
Session Title: Coronary II
Abstract Category: 33. TCT@ACC-i2: Coronary Intervention: CTO
Presentation Number: 2101-291
Authors: Myong Hwa Yamamoto, Akiko Maehara, Michael Poon, Jun Guo, Kennosuke Yamashita, Tadayuki Yakushiji, Shigeo Saito, Gary 
Mintz, Masahiko Ochiai, Cardiovascular Research Foundation, New York, NY, USA, Showa University Northern Yokohama Hospital, 
Yokohama, Japan
background:  The combined use of multi-detector computed tomography (MDCT) and intravascular ultrasound (IVUS) may delineate 
chronic total occlusion (CTO) morphology.
methods:  We evaluated pre-intervention MDCT and IVUS after successful wiring of 154 CTO lesions. We defined MDCT CTO collapse as 
a CTO segment having a smaller vessel diameter compared to the distal non-occluded segment (Figure). We then compared CTOs with 
(n=12) vs without (n=142) a CTO collapsed segment.
results:  Pts with an MDCT CTO collapsed segment were younger (57±13 vs. 66±11yrs, p=0.006); and their CTO inflow and outflow 
track plaque burden (PB) by IVUS were less (44±15 vs. 63±12%, p<0.0001; 39±16 vs. 61±12%, p<0.0001, respectively) than pts without 
a collapsed segment. While the maximum calcium arc was similar (62±61 vs. 92±83°, p=0.2), a retrograde approach was needed more 
often in pts with vs without CTO collapse (67% vs. 24%, p=0.001). In pts with MDCT CTO collapse, the actual occluded length based on 
IVUS was shorter than measured by MDCT (15±10 vs. 43±25mm, p=0.0002) because the MDCT CTO length included the collapsed, but 
non-occluded segment whose mean Hounsfield Unit measured 49±19HU with a maximum PB by IVUS of 41±13% and a smooth concave 
shaped lumen surface.
Conclusion:  In approximately 10% of CTOs evaluated by MDCT, there is an exaggeration of the apparent CTO length (vs the gold 
standard of IVUS) because of CTO segment collapse. This recognition may help decision making for CTO treatment.
 
